within approximately two feet of the magnet, it was drawn into the scanner. We had intended to keep the infusion pump at least 2.0 -2.5 m from the scanner.
Preoperative Anxiety and Intraoperative Anesthetic Requirements
To the Editor:
We read Maranets and Kain's article (1) with great interest. We'd like to pose a few questions regarding the article. First, it read that significant correlation was found between trait anxiety and intraoperative propofol infusion rate, but Figure 1B indicated that four outliers, which were over 210 g ⅐ kg Ϫ1 ⅐ min Ϫ1 in propofol infusion, had a large impact on the result. If these outliers were omitted, the correlation would have less significance. Smith et al. (2) reviewed that less than 200 g ⅐ kg Ϫ1 ⅐ min Ϫ1 was sufficient to achieve sedation in propofol infusion with opioid or nitrous oxide. Second, as for the theoretical issue, the authors claimed that it was trait anxiety rather than state anxiety that affected intraoperative anesthetic requirements, but sufficient discussion was not provided regarding its reason. The authors suggested that anesthesiologists should modify the initial induction dose based on the anxiety level of the patients, but the result indicated that anesthesiologists should pay attention to their character in their daily lives, rather than their anxiety level before the surgery. If so, the roll of premedication orIn Response:
At the onset of our investigation, we recognized that several potential confounding variables, such as patient population, surgical procedure, sedative premedication, and intraoperative anesthetic technique, must be controlled (1) . Further, we realized that the most significant limitation of previous studies is their failure to control for anesthetic depth during the surgical procedure (2) (3) (4) . That is, one can administer various doses of the same anesthetic agent to achieve "general anesthesia." In this investigation, we used the bispectral index monitor to control for the hypnotic component of the anesthetic depth.
Because of our careful control for all these variables, we do not agree with Nagase and Ando-Nagase's suggestion that we should ignore 8% of our data because these subjects exhibited very high requirements for propofol. These four subjects did not differ from the larger sample population in any demographic respect, and because we controlled for the above variables, we believe that their high anesthetic requirements reflect a clinical phenomena and not a statistical error. These individuals may, in fact, represent a very interesting subgroup of patients who are highly anxious and who require high doses of propofol. Furthermore, the current trend in the biostatistical literature suggests incorporating all data in the final analysis and using fewer dataelimination methods. This is reflected in the intention-to-treat technique that has been adopted by major medical journals. For example, Lancet now requires from all authors submitting their work to indicate in their cover letter whether intention-to-treat was used for analysis of the data submitted.
As to the second point raised by Nagase and Ando-Nagase, on careful review of our article, one realizes that we recommend that anesthesiologists should modify their propofol dose based on the patient's base-line anxiety (i.e., trait anxiety) and not state anxiety.
Finally, we reject Nagase and Ando-Nagase's suggestion that because we did not demonstrate in this investigation that preoperative anxiety and intraoperative anesthetic requirements are strongly related, "the role of premedication or preoperative visit to patients to relive their anxiety will have less meaning." Increased preoperative anxiety is associated with a large number of adverse postoperative outcomes (5-7), and the lack of association between preoperative state anxiety and anesthetic requirements does not diminish the importance of preparation or premedication before surgery. The aims of this study were to assess the role of ethanol monitoring during transurethral prostatic resection (TURP) of prostate and to assess the relationship between the ethanol content of the expired breath with various common indices of irrigant absorption.
Thirty ASA physical status I-III patients (mean age 62 yr) undergoing TURP for benign prostatic hypertrophy were included. After the initiation of regional block, the irrigant used (5% mannitol ϩ 1% ethanol) was 27 Ϯ 12 L (range 8 -52), and the mean resected tissue weight was 29 g.
The blood pressure, arterial oxygen saturation, heart rate, central venous pressure, hemoglobin, hematocrit, serum Na concentration, and alcohol concentration within breathing air (by an alcolmeter) was monitored at 5-15-min intervals.
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